INTRODUCTION AND OBJECTIVES: Prostate health index (PHI) is a promising biomarker in the prediction of aggressive prostate cancer. Since prostate volume has been regarded as an important factor contributing to elevated prostate-specific antigen (PSA), PSA density is widely used to predict the presence of prostate cancer. We aim to assess the additional efficacy of PHI density (PHID) in predicting prostate cancer in men undergoing transrectal ultrasoundguided prostate biopsy (TRUSP biopsy).
INTRODUCTION AND OBJECTIVES: Prostate health index (PHI) is a promising biomarker in the prediction of aggressive prostate cancer. Since prostate volume has been regarded as an important factor contributing to elevated prostate-specific antigen (PSA), PSA density is widely used to predict the presence of prostate cancer. We aim to assess the additional efficacy of PHI density (PHID) in predicting prostate cancer in men undergoing transrectal ultrasoundguided prostate biopsy (TRUSP biopsy).
METHODS: We prospectively enrolled 505 men who underwent TRUSP biopsy for suspected prostate cancer. Total PSA, free PSA, p2PSA levels were measured by serum samples before the prostate biopsy. PHI was calculated as ((p2PSA/fPSA) Â OtPSA). PHID was calculated by diving PHI by the prostate volume. Receiver operating characteristic curve (ROC curve) and multivariable logistic regression analyses were used to predict the risk of cancer detection and clinically significant prostate cancer.
RESULTS: The detection rate of prostate cancer was 33.1% (167/505). 65.8% (110/167) of the cancer patients were found to have Gleason score 7 or higher disease. Prostate volume, total PSA, free PSA, p2PSA, p2PSA%, and PHI in cancer cases were significantly higher than the non-cancer patients. The median PHI in both cancer and non-cancer men were 50.93 and 29.79, respectively; whereas the PHID were 1.61 and 0.58, respectively. PHID had the highest area under the ROC curve (AUC) in predicting the presence of prostate cancer and clinically significant cancer than other predictors (0.806 and 0.865, both p<0.001). At a threshold of 0.71, PHID had a sensitivity of 91.7% and a specificity 59.3% for clinically significant cancer. In multivariable logistic regression, age, prostate volume, total PSA and PHID were significant predictors of clinically significant cancer.
CONCLUSIONS: Utilizing prostate volume adds discriminative value to PHI in predicting clinical significant prostate cancer.
Unnecessary biopsies could be avoided by using PHID as an alternative to PSA test. 
INTRODUCTION AND OBJECTIVES:
Two independent prospective trials have validated the 4Kscore test for predicting clinically significant cancer. However, they assessed the 4kscore test as a continuous score. We wanted to illustrate the use of a 7.5% cut off for deciding on the need for prostate biopsy using combined data from both trials.
METHODS: This study pooled data from two prospective multiinstitutional trials. One was conducted in 26 primarily community-based U.S. urology practices and the other was conducted at 8 U.S. Veterans Affairs Medical Centers. Men in both the trials were 40-80 years old and referred for biopsy of the prostate. A minimum 10-core biopsy was required, and phlebotomy was done before for 4Kscore ascertainment. The primary outcome was presence of Gleasons score ! 7 on biopsy. We performed exploratory analysis to evaluate the number of biopsies avoided and cancers detected using a 4Kscore cut off of 7.5% using the entire cohort, and various subgroups.
RESULTS: This analysis included 1378 patients who had a 4Kscore and biopsy, of which 1012 patients were from the original validation study and 366 were from Veterans Affairs study. The analysis showed that 32.2% of biopsies would have been avoided by applying a 4Kscore threshold of 7.5% for prostate biopsy. The sensitivity for detecting Gleason ! 7 cancer using a 7.5% cut-off was 94%, while the negative predictive value for ruling it out was 95%. There were no Gleason 8 or higher prostate cancers missed when using this cut off for proceeding with a biopsy. Among patients with a 4Kscore less than 7.5%, prostate biopsy findings were benign in 76.1% patients, revealed a Gleason 6 in 19.1%, Gleason 3þ4[7 in 3.4% patients, and Gleason 4þ3[7 in 1.4% patients (Figure 1) . Subgroup analyses in patients with a PSA between 3-10ng/ml, and between African American and non-African American men revealed no difference in the risk of significant cancer in those with a 4Kscore below 7.5%.
CONCLUSIONS: The 4Kscore is noninvasive biomarker that helps to facilitate biopsy decision-making. We found that using a 7.5% cut-off allowed a significant biopsy reduction with high sensitivity for detection, and a high negative predictive value for ruling out aggressive prostate cancer.
Nutritional status is suggested as a prognostic factor for some malignancies, however, its impact on patients with prostate cancer remains unknown. We investigated the association between Geriatric Nutritional Risk Index (GNRI) and prognosis in patients with newly diagnosed metastatic prostate cancer (mPC).
METHODS: We retrospectively reviewed data within Michinoku Urological Cancer Study Group database containing of 667 patients with newly diagnosed mPC who were initially treated with androgendeprivation therapy from 2008 to 2017. Of those, 324 patients who had adequate information were analyzed. GNRI at diagnosis was calculated using serum albumin and body mass index. Malnutrition was defined as GNRI of <98.0. Metastatic tumor burden was assessed using CHAARTED risk criteria. The characteristics, cancerspecific survival (CSS), overall survival (OS), and castration resistant prostate cancer (CRPC)-free survival were compared between the two groups; the malnutrition (GNRI <98.0) and non-malnutrition (GNRI !98.0) groups. The independent prognostic factors for clinical outcomes were investigated using Cox proportional hazards regression analyses.
RESULTS: Median age, GNRI, and follow-up period were 72 years, 101.2, and 25 months, respectively. Of 324 patients, 126 (39%) patients were diagnosed with malnutrition (GNRI <98.0). Patients with malnutrition had a significant poorer CSS, OS (P<0.001), and CRPC-free survival (P[0.004). Multivariate Cox proportional hazards regression analyses demonstrated that a GNRI <98.0 was an independent prognostic factor for CSS [hazard ratio (HR), 1.64; 95% confidence interval (CI); 1.02e2.62, P[0.039] and OS (HR, 1.89; 95% CI, 1.25e2.87, P[0.003), but not for CRPCfree survival.
CONCLUSIONS: The GNRI is considered to be a useful prognostic factor for mortality in patients with newly diagnosed mPC. 
